A 10-year-old boy from Uganda traveling through Vancouver, British Columbia, on a choir tour presented with 10 days of vomiting and abdominal pain. Over the preceding two days, he had complained of headache and developed poor balance, polyuria and polydipsia. On the day of presentation, he awoke with left-sided weakness and left-sided facial droop. He had a four-month history of recurrent drainage from his left ear. While in Uganda, he had been treated with multiple courses of antibiotics. He had a history of recurrent cough, poor weight gain and hearing loss. Otherwise, his medical history was unremarkable. His parents had died of an unknown illness and he had been cared for in a Ugandan orphanage for the past three years. His immunizations (World Health Organization Expanded Program on Immunisation schedule) were up to date. He was in significant pain, pointing to his head. He displayed signs of meningismus as well as drooping of his right eyelid and mild left upper and lower facial droop. Pupillary reflexes were normal with slight reduction in left eye abduction. Tone was reduced in both the left upper and lower limbs with decreased strength in the left upper and lower limbs. Reflexes were normal. His right tympanic membrane was erythematous and bulging with purulent discharge. A culture from the ear canal isolated Morganella morganii, Proteus mirabilis, Corynebacterium amycolatum and Enterobacter cloacae; however, an anaerobic culture was not set up. The white blood cell count was 9.7×10 9 /L (neutrophils 53%, lymphocytes 31%, monocytes 15%, eosinophils 1%). Malaria smears, HIV serology, and tuberculosis smear and culture were negative. A computed tomography scan showed a nonenhancing large fluid-filled mass in the right parietal lobe with midline shift (Figure 1) . He was taken to the operating room for drainage of the abscess and started on intravenous meropenem (120 mg/kg/day, every 8 h). A Gram-stained smear of the abscess fluid showed two morphotypes of Gram-negative bacilli and large Gram-positive bacilli with terminal spores. The culture demonstrated growth of Proteus mirabilis, Bacteroides fragilis group, and anaerobic large Gram-positive bacilli with terminal spores. The later isolate was sent to the reference lab (BC Centre for Disease Control) for identification and was identified as Clostridium hastiforme using biochemical tests. After three failed attempts at percutaneous drainage, the abscess was excised by craniotomy. Following this, the patient slowly recovered full function. Brain abscess, while rare, confers high mortality, especially in the developing world. The case of a Ugandan child with a polymicrobial brain abscess including infection with Tissierella praeacuta/Clostridium hastiforme requiring repeated drainage and eventual surgical excision is reported. The case demonstrates the importance of considering anaerobic organisms in the treatment of children with brain abscess from the developing world. 
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DisCUssion
Although brain abscesses are rare, they confer significant morbidity and mortality. Brain abscess constitutes 1% to 2% of all space-occupying lesions in the developed world and up to 8% in the developing world (1) . Over the past 40 years, improved surgical techniques, effective antimicrobials and modern imaging techniques have reduced mortality from 30% to 60% to 10% (1,2) ; however, in some countries, the mortality is still as high as 30% (3) .
A review of 107 cases of brain abscess in children younger than 15 years of age found congenital heart disease and chronic otitis media to be the most common predisposing factors, accounting for 72% of cases (4) . Organisms identified as contributing to otitis media-related brain abscesses were Proteus species in 38.1% and Pseudomonas species in 19.1% (4). In these series, there were no cases of Clostridium-related abscesses; however, only 96 had a bacteriological investigation performed and there is no indication if anaerobic cultures were obtained from all of these specimens.
Although identified as C hastiforme by the reference lab, the current taxonomy of this organism is Tissierella praeacuta (5) . In this report we will refer to it as T praeacuta/C hastiforme.
A report of forty-five cases of clostridial brain abscesses isolated C perfringens in 32 cases (71%) and C septicum in seven cases (16%) (6) . The majority were related to penetrating trauma (n=25; 56%). The rest were associated with cancer (13%), postcraniotomy (11%), otitis media (9%) and one case was related to hemolytic uremic syndrome (6) . Other Clostridium species causing brain abscesses include C tertium (7), C bifermentans (8), C septicum (98), C beijerinckii and C butyricum (10) . There are four cases of Clostridium species isolated from brain abscess secondary to otomastoiditis, out of which three involved C perfringens (10-13). In one case, of an 11-year-old with acute otomastoiditis, the abscess culture grew C butyricum or beijerinckii along with Streptococcal species (10).
To our knowledge, this is first reported case of T praeacuta/C hastiforme causing a central nervous system abscess in humans. However, it is likely that cases have been missed, due to the stringent anaerobic culture requirements. T praeacuta/C hastiforme has been reported in two previous case reports, one of gas gangrene of the eyelid (14) and the other of colonization in a four-year-old boy with combined variable immune deficiency (15) .
The source of the T praeacuta/C hastiforme isolated from brain abscess in our patient remains unclear. The caregiver was not aware of any practices that would have resulted in contact with material potentially containing T praeacuta/C hastiforme. The Kikuyu of central Kenya have been known to install plant extracts mixed with chicken fat as a lubricant into ears affected with otitis media (16) . It is unclear whether practices such as these might have exposed this patient to this unusual pathogen. In addition, in Malawi, a large proportion (91%) of cultures from chronic suppurative otitis media (CSOM) grew fecal bacteria (17) . The most common bacteria isolated in this series were Proteus mirabilis (74% of ears) that was isolated in our patient as well, and Enteroccoccus species (60%). In this series of cases from Malawi, dead flies were removed from many ear canals, and flies were hypothesized to be the main route of inoculation with fecal organisms. Given the polymicrobial spectrum grown from the abscess and the draining fluid in our case, a fecal source of the T praeacuta/C hastiforme is indeed very likely.
It was previously thought that the common pathogens causing chronic serous otitis media include Staphylococcus aureus and Gram-negative enteric organisms, most commonly Pseudomonas aeruginosa. But in a recent review of the microbiology of CSOM in North America and Indonesia, anaerobes were identified in over 50% of cultures (18) . The most commonly identified anaerobes were Peptostreptococcus species, anaerobic Gram-negative bacilli and Fusobacterium nucleatum. The previously infrequent identification of anaerobes in CSOM may be due to the challenging conditions required for collection and growth of these organisms (18) . Anaerobic organisms must be considered as potential pathogens with CSOM, and metronidazole should be included in an empirical antibiotic regimen of such CSOM, especially if routine treatment is not effective. 
